T he Journal is now in its eighth year of publication, high time for a thematic issue on quality of life, the enhancement of which is the very purpose of palliative medicine and care. Dr. Harvey Schipper and his colleagues atthe Winnipeg WHO Collaborating Centre for Quality of Life in Cancer Care have been praised for playing a major role in moving quality of life into the mainstream of work on cancer (1) . This Centre has also played a major role in the preparation of this special issue of which Dr. Schipper is co-editor, with many thanks from the Journal's Editorial Board.
An old proverb, of origin unknown to me, states that God, and for that matter the devil too, is to be found in the details. The same is true of quality of life,of compassionate care, and of the link between the;~wo. It is also in the details that the difference between mere appearances and reality is to be found. So it is to the details that we must attend if weare to know which ofourmultipleinterventions, if any, are freeing people from the constraints of disease that block them from achieving and experiencing what is most important in their lives. Quality of life studies and measurements are a systematic way of paying attention to the details in which effective compassion will be found or found wanting.
The expression "quality of life" refers both to the experiences that make life meaningful and to the conditions that allow people to have such experiences. This special issue focuses attention on the link between multiple curative and palliative interventions and the conditions that have to b.e met .for people to live their lives meaningfully nght up to the end. Survival -continued existence, being alive -is obviously one of these conditions, the sine qua non for any experience Whatsoever. And this explains all of our past and Continuing massive efforts to develop and expand the instrumentarium of drugs, operations, and t~hnologies directed to the one purpose of saving hves. However, we have learned, perhaps all too slowly and for patients and families all too pain-fully, that continued existence, that being biologically alive, is only a necessary and not a sufficient condition for meaningful and worthwhile living, Other conditions have to be met, other requisites have to be satisfied, if sick and dying people are to be at all ready for the achievements and experiences that endow life with an interest and a meaning more commanding than the attraction of death.
"Quality of life" is a multidimensional construct designed to capture comprehensively the essential conditions beyond mere survival that have to be fulfilled if sick, chronically ill, and dying people are to have a chance to have experiences that can give meaning and joy to their time. The many scales and indices used in quality of life studies have been devised as instruments to measure the extent to which these essential conditions or requisites are being met and satisfied. The measurements also serve to evaluate the strength of the link between treatments offered and the satisfaction of these conditions. The treatments may prolong life, yes, but to what degree do they or alternative, complementary treatments assure sick people the other conditions they need for peaceful and meaningful survival? To answer this question is to move quality of life into the mainstream of work on cancer, cardiovascular disease, AIDS,arthritis, and other chronic debilitating or life-threatening conditions.
Freeing sick people, emancipating them from pain and unendurable symptoms, is one of the goals of palliative medicine. That freedom is one of the conditions that sick and dying people most need in order to live their remaining time as fully as possible and in ways that enable them to be true to themselves and their loved ones. Unrelenting pain, persistent symptom distress, and crushing fatigue can bind consciousness to the fragmenting moment-after-moment dripping away of one's own time. When so bound, a person's time cannot be used for anything else. That time cannot be brought together and integrated into a unique expression of joy, peace, promise, or hope that • ..J < w would, even for a moment, counter, weaken or even dispel the haunting threat of disintegration. So the great efforts of palliative medicine and palliative care to control pain and manage symptoms serve the deeper existential purpose of freeing a sick and dying person's time. Freeing a dying person's time? For what? For any act or experience and this varies from person to person -meaningful and powerful enough to demonstrate "that for a short moment there is no death and time does not unreel like a skein of yam thrown into an abyss" (2).
These lines from Czeslaw Milosz's poem "Earth Again" are a symbol of the kinds of events and experiences that bring the unconditioned into people's lives. The unconditioned here refers to those unique experiences of grace, of gift, of presence that can redeem tragedies of the past, fill a present threatened by absence and emptiness, and light a lamp in a future seemingly so short and dark. This is a first meaning ofquality oflife and measurement has nothing directly to do with it. Such experiences cannot be guaranteed, they cannot be measured, and the medical, nursing, and other health care professions as such cannot provide them.
However, this is only part of the quality of life story. It is a tragedy of the human condition that people can live and die without ever experiencing even a short moment "where there is no death" and where their time holds together in a tension of transcendent peace and joy. Others fall into such deep misery that they can neither remember nor return to such experiences, when they have indeed occurred, for strength, and light, and hope. Experiencing the unconditioned in the sense of the Milosz poem, or rediscovering such experience, depends on conditions, prime amongst which is freedom from abject misery of body and mind.
Quality of life in a second sense consists in such freedom. Such freedom can be brought about, even to an intended degree. The multiple interventions of the medical and nursing professions have a great deal to do with the provision of that freedom; quality of life measurements serve to control the degree to which that provision is occurring. Quality of life studies and measurements serve to prevent a devastating separation of a patient's body from a patient's biography during the delivery of care. Such a separation, as A. Feinstein has insisted, blocks scientific attention to a patient's pain, discomfort, distress, insomnia, fatigue, anxiety, joys, sorrows, and other component conditions of a genuinely human life (3) .
Quality oflife in this second sense can indeed be measured, even if our instruments of measure are still far from adequate in number, specificity, design, and reliability. The purpose of scientific and measured attention to data deriving from both a patient's body and biography is to humanize the use of medical and health care technology. "Humanization" here means directing tha t technology to human goals and making it respond to human aspirations (4); that is the goal of palliative medicine and palliative care. The new quality of life measurements stand in the service of the same compassion that generated the palliative care movement.
